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{29999} FINDINGS {Z9999}
Statement of Licensure Violations:

350.510 a)
350.760 a)
350.1440 a)e)i)

Section 350.510 Administrator

a) There shall be an administrator licensed under
the Nursing Home Administrators Licensing and
Disciplinary Act (lll. Rev. Stat. 1987, ch. 111, par.
3651 et seq.) full-time for each licensed facility.
The licensee will report any change in
administrator to the Department, within five days.

Section 350.760 Infection Control

a) Policies and procedures for investigating,
controlling, and preventing infections in the facility
shall be established and followed. The policies
and procedures shall be consistent with and
include the requirements of the Control of
Communicable Diseases Code (77 lll. Adm. Code
690) and Control of Sexually Transmissible
Diseases Code (77 Hll. Adm. Code 693).

Activities shall be monitored to ensure that these
policies and procedures are followed.

Section 350.1440 Labeling and Storage of
Medications

a) All medications for all residents shall be
properly labeled and stored at or near the nurses’
station in a locked cabinet, in a locked medication
room, or in one or more locked mobile medication AftachmentA

carts of satisfactory design for such storage. Statement of Licensure Violations
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e} The key or access code to the medicine
cabinet, medicine room or mobile medication cart
shall be the responsibility of, and in the
possession of, the persons authorized to handle
and administer drugs, at all times.

i) The medications of each resident shall be kept
and stored in their originally received containers.
Medications shall not be transferred between
containers, except that a licensed nurse, acting
as the agent of the resident, may remove
previously dispensed medication from original
containers and place it in other containers to be
sent with a resident when the resident will be out
of the facility at the time of scheduled
administration of medication. When medication
is sent out of the facility with the resident, it shall
be labeled by the nurse with the name of the
resident, name and strength of the medication,
instructions for administration and any other
appropriate information.

This REQUIREMENT is not met as evidenced by:

Based on observation, record review and
interview the facility failed to meet State and
Federal regulatory requirements when the
Governing Body failed to: '

1) Have an appointed administrator with a valid
lllinois license for the facility, affecting all 14
individuals residing at the facility (R1-R14),

2) Notify lllinois Department of Public Health
(IDPH) when the facility administrator resigned,
affecting all 14 individuals residing at the facility
(R1-R14),

3) Implement Medication Storage Policy,
potentially affecting all 14 individuals residing at
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the facility (R1-R14),

4) Implement Medication Administration Policy,
affecting 2 of 2 individuals inside the sample (R2,
' R3) and 1 individual outside the sample (R6)
observed during medication pass,

5) Develop an Infection Control Policy, affecting
all 14 individuals residing at the facility (R1-R14).

Findings include:

Facility Roster, undated, identifies R1-R11 as
individuals who function within the Mild Range for
Individuals with Intellectual Disabilities; R12 as an
individual who functions within the Moderate
Range for Individuals with Intellectual Disabilities;
R13 and R14 as individuals who function within
the Severe Range for Individuals with Intellectual
Disabilities.

Section 350.510 documents, "Administrator: a)
There shall be an administrator licensed under
the Nursing Home Administrators Licensing and
Disciplinary Act (lll. Rev. Stat. 1987, ch. 111, par.
3651 et seq.) full-time for each licensed facility.
The licensee will report any change in
administrator to the Department, within five days."

| 1) Facility Plan of Correction with completion
date of 4/30/22 includes, "Per the lllinois
Department of Financial and Professional
Regulations (IDFPR), Temporary Administrator's
License have been applied for. Upon receipt
license shall be displayed in the home."

On §/2/22 at 6:01 am, E8 (Qualified Intellectual
Disabilities Professional/QIDP) Temporary
Administrator License was hung at the facility.
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